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The Treatment of Operative Pneumothorax in a Healthy Pleural Cavity.— 
Line {Archiv. gin. d.chir 1908, ii, 335) says that a total pneumothorax 
from an external cause and due to a small opening in the pleura is 
nearly always benign, provided that the wound has not been infected. 
When there is a large tear of the pleura, the respiratory difficulties 
which follow the entrance of air vary in intensity according to the 
conditions of the experiment. They are not relieved by the diminution 
of the bleeding area, but depend upon the degree of dislocation of the 
mediastinum. Total pneumothorax is always borne well if it is pro¬ 
duced slowly and carefully, and if the opposite lung functionates well. 
In the course of operations by the transpleural route, the employment 
of apparatus for negative or positive pressure seems to be difficult to 
carry out, while the true surgical measures are always sufficient to pro¬ 
vide against the respiratory aifficuties which follow the entrance of air 
into the pleural cavity. The patients do not die during the operation 
from pneumothorax, but from the infection of the pleura; so that it is 
not so much the measures to prevent pneumothorax that one should 
seek, as those of avoiding infection. If the pleura has become infected, 
one should provide against its consequence, as much as possible. The 
cavity should be tamponed with warm compresses and the field of 
operation isolated, as in operations in the abdomen. If the symptoms 
become alarming, the packing of the pleural cavity should not be in¬ 
sisted upon, nor should too much be expected of artificial respiration. 
It is important that the resorption of the air be accomplished quickly, 
to empty the cavity and eliminate the dead spaces in which the liquids 
can stagnate and become infected. If, in spite of the precautions taken 
to avoid infection, the early respiratory phenomena persist during the 
following days coincidently with fever, one should lose no time in drain¬ 
ing the pleural cavity by a costal resection. It would, perhaps, be an 
advantage to provide irrigations also. With a good technique and 
rigorous asepsis, provoking the pneumothorax slowly and scientifically, 1 
watching the patient carefully, and being ready to drain on the least 
rise of temperature, one can always cam’ out an operation by the trans¬ 
pleural route, without having recourse to resources other than those 
which surgery offers, and without recourse to negative or positive atmos¬ 
pheric pressure. 


Concerning the Anatomical Condition of Suprarenal Tissue Transplanted 
into toe Kidney.— Stoerk and Haberer (Archiv /. klin. Chir., 1908, 
lxxxvii, 893) have further investigated the fate of suprarenal tissue 
embedded in the kidney, Haberer presented a paper on this subject 
last year, the object of which was to obtain experimental evidence 
concerning the question of the origin of renal tumors, which, according 
to the hypothesis of Grawitz, take their origin in fcetal life in a por¬ 
tion of the suprarenal gland which becomes developed in the renal 
cortex; also concerning the origin of the so-called hypernephroma. 
In the sense of providing a suitable nourishment, a suitable method 
of transplantation will protect against destruction of a portion of the 
suprarenal gland, as well the cortical as the medullary portion. From 
this embedded portion there is developed, by the combination of the new- 
formed and old altered tissue with the continued good nourishment, 
a new organ, which agrees in function and structure with the physiologi- 



SURGERY 


291 


cal suprarenal gland. In other respects it deviated in a characteristic 
manner from the original gland. The proliferation of the new and 
old cortical cells produces a histological picture which completely 
agrees with the so-called adenoma of the suprarenal cortex of man and 
animals. In no aspect do these formations agree with the histological 
picture of the renal tumors of Grnwitz. 


A Typical Fracture of the Internal Epicondyle of the Femur.— Vogel 
(Arcfiiv f. klin. Cliir., 1908, 1076) says that Stieda, two years ago, 
called attention to a new fracture, which consisted of a thin, flat piece 
of bone, separated from the internal condyle. It is shown by the skia¬ 
graph to remain more or less closely applied to the condyle. Its position 
corresponds to the lowest part of the insertion of the adductor magnus 
and the origin of the internal head of the gastrocnemius. Stieda thought 
that it was due either to a tearing off by the muscle or to direct violence. 
In Stieda’s cases the history seemed to show that it was caused by direct 
violence. Vogel’s two cases likewise showed the same cause, and he 
thinks that it Is not due to muscular pull. The symptoms consist of 
the typical pain at the seat of fracture, swelling, ecchymosis, and limita¬ 
tion of movement in the joint. The most characteristic symptom in 
recent cases is the tenderness which is always precisely located. The 
skiagraph will confirm the diagnosis. The treatment up to the present 
time has always been non-operative. Vogel has obtained tolerably 
good results from the use of Bier’s hot-air treatment, combined with 
massage and passive movements. In one case he cut down upon and 
removed the loose fragment. The operation is without danger, can 
be done in five minutes and does not open the joint, at least in the typical 
fracture. In two cases, following the conservative treatment, the patient 
experienced some disturbances afterward, and the skiagraph showed 
small osteophytes or exostoses, which resulted from the stripped up 
periosteum. These may disappear later, but they may also increase 
in size, so that their sharp points may give rise to greater disturbance. 
The patient from whom the fragment was removed by operation at 
the time of discharge did not complain either of pain or any objective 
abnormality. The prognosis of the injury is, in general, good, but 
it should take into consideration the possibilities of the late results of 
conservative treatment. It is of course possible for consolidation to fail 
and the fragment to become absorbed. It may require a long time 
before the patient is able to work. With the removal of the fragment, 
the treatment will surely be more brief and the guarantee of complete 
recovery may be more complete than with the conservative method. 


Osteoplastic Compensation after Resection of the Lower Jaw.— Rydygier 
C Zenlralbl. f. Chir., 1908, xxxv, 1321) does not believe that the filling in 
of the defect in the lower jaw left by resection can be done as well 
by a piece of rib carried upward in a skin and fascial flap as by a similar 
flap carrying a piece of trip nearer lying clavicle. He has been doing 
the latter operation for sixteen years. A skin flap is formed over the 
clavicle, reaching two fingers’ breadth below its lower border and wide 
enough to suit the deficiency in the jaw. The flap is freed only up to the 
lower edge of the clavicle, but it is not separated from the anterior 
surface of the bone. Considerable care will be necessary to avoid 
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this separation, as the subcutaneous tissue is very loose. The anterior 
half of the clavicle is then separated from the rest of the bone and lifted 
with the flap, which has an attachment at its base above. The lower 
loose portion is then wrapped around the under surface of the separated 
piece of bone, and eight days are allowed to pass for the development of 
firm adhesions between the bone piece and its enveloping flap. It 
can then, by means of a sufficiently long skin flap above, be transplanted 
into the defect in the lower jaw. 

The Treatment of Biliary Lithiasis.— Benoit (Jour. d. mid. et d. chit ., 
1908, iii, 329) gives a resume of the teachings of Gilbert, Carnot, and 
Jomier on the medical treatment, as well as that of Mongour on the sur¬ 
gical treatment, of gallstones, these men representing the French school. 
The arthritic diathesis predisposes to gallstones. The local conditions 
favoring their formation are infection of the gall-bladder and relative 
stagnation of the bile. In women, in addition to the usual causes of 
bile stagnation, there is the use of corsets. Preventive medicine de¬ 
pends more upon hygiene than upon drugs. There is no doubt that the 
ulkaline salts, bicarbonate of sodium in particular, will aid in keeping 
the bile in a fluid form. Calomel, by its cholagogue action, tends to 
combat the torpor of the liver, but cannot be kept up long because of 
its disturbing effect on the digestive tract. Hygiene is most important, 
and the diet should be especially lactovegetarian. Hydrotherapy 
in all its forms favors elimination by the slan, as well as frictions, 
massage, and sports not to excess. In the greater number of the 
cases one is justified in provoking or aiding the migration of the cal¬ 
culus, as by calomel and sodium sulphate, which increase the biliaiy 
flow, and by salicylate or benzoate of sodium, which are cholagogues and 
antiseptics. Olive oil is advised for stones in the common auct. The 
remarkable toleration of the biliary tract, and the good effect of thera¬ 
peutic measures, will often render surgical action unnecessary. Mon¬ 
gour, reporting on the surgical side, said that operation should be a 
therapeutic exception. Those who argue for early operation, that is, on 
the first attack of colic, are not justified by the facts or results. Biliary 
lithiasis is not, exclusively, a local affection, and operation does not 
affect the diathesis. In spite of possible complications, lithiasis ought 
to be considered a benign affection, as shown by statistics from 
Vichy and those published by the International Congress of Insurance 
Companies. The operative death rate, even in the more • favorable 
cases, is more than 2 per cent. It is greater than that if one takes into 
account the late postoperative accidents. Finally, operation does not 
insure the patient against recurrences. When the stones are in the 

f ill-bladder, the indications, as formulated by Mongour, are as follows: 

xceptionally frequent and painful cases; when the patient cannot 
follow' a prolonged medical treatment; in infection of the gall-bladder, 
especially in chronic cases; in cases of general infection starting from 
the gall-bladder. If the stones are in the common duct, the time of 
operation depends upon: (1) the quality of the biliary 7 secretion, and 
(2) the nature and intensity of the local or general infectious complica¬ 
tions. Operation should be done when the bile appears in the urine, 
and can be deferred as long as there is only 7 a simple jaundice. 
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The Prevention of Kidney Stone Recurrence.— Klem perer (Devi. 
Zeiischr . /. Chir., 1908, xcv, 304) says that the recurrence of renal 
calculi after they have been removed by operation is well known. An 
abundant free flushing of the kidney ana its pelvis will prevent the 
deposit of calculous particles. The original nucleus is of microscopic 
size, and its increase in volume depends upon the apposition of the 
urinary sediment, which is possible only in a slowly escaping or stag¬ 
nating stream. The most important point in the treatment, therefore, 
is to administer large quantities of liquid by the mouth. The drinking 
of 200 or 300 c.c. of fluid, every two or three hours, and especially 
a large quantity before going to bed is advised. The night urine is 
particularly inspissated and prone to sedimentation. Still more fluid 
should be drunk during the night, especially by old people, who fre¬ 
quently get out of bed. The kind of drink is not very important, the 
alkaline, carbonic acid, mineral waters being preferred. Even alco¬ 
holic drinks may be taken. Obesity and heart w'eakness favor calculi 
formation. Von Ortel and Schweninger believe that much drink 
increases the obesity. Experience and physiological experiments, 
however, have shown that much fluid in an empty stomach favors 
emaciation, so that fat people should not drink during meals. Patients 
suffering from cardiac disturbances should take fluid during periods of 
disturbed compensation more cautiously. According to Klemperer’s 
observations, the stones in these crises are small and round, and are 
passed without much difficulty. A mixed diet is preferable to a uniform 
one, which favors the formation of an acid urine and, therefore, an in¬ 
creased sediment. An alkaline reaction due to the administration of 
the carbonates can favor the deposit of phosphates. In his collection 
of kidnev stones are several in which the acid nucleus is coated with a 
white, phosphatic layer. Patients with urate or oxalate calculi should 
take a moderate amount of meat with vegetables and fruits. Medicines 
are usually of little value. In cases with oxaluria, however, small doses 
of magnesium sulphate, which are excreted by the urine and can 
take up calcium oxalate in solution, should be given. When the alkalin¬ 
ity of the'urine .is due to infection, of more importance than diet or 
urinaiy antiseptics is the mechanical effect of flushing the kidneys 
or the removal of any existing obstruction. 

Diffuse Septic Peritonitis Due to Appendicitis.— Fowler (Annals 
of Surgery , 1908, xlyiii, 828) says that we must look for a lowering of the 
high mortality rate in early operation rather than in any further develop¬ 
ment in mechanical intervention. Early postural drainage is of greater 
aid in preventing septic material from reaching the diaphragmatic 
peritoneum than in preventing further absorption after this area is 
once involved. The manner of instituting postural drainage matters 
little, provided the pelvis is sufficiently tow for gravitation to take 
place and the patient is comfortable. Peritoneal lavage dilutes septic 
material, and when practised should be continued until the cavity is 
partially closed. Plastic lymph not removed by irrigation or by simple 
lifting should not be disturbed. All cases of this nature should be 
drained. The ideal method, in women, is by a posterior colpotomy 
incision, by means of a large rubber tube. Cases not drained frequently 
develop pus pockets and superficial wound- infections. OcnsnePs 



